




NOTICE TO INSURANCE PATIENTS 

I AM RESPONSIBLE FOR MY BALANCE IF ANY OF TIIE FOLLOWING OCCURS: 

A. The treatment goes over my yearly maximum 

B. My insuraoce company denies any teatment. 

C. I am not eligible for insurance. 

D. I prevent or delay payment by not complying with requests for insurance forms or signatures 

E. I do not complete my treatment and it results in non-payment by the insurance company. 

F. lab costs are incurred due to missing appointments. 

G. I received my insurance check and do not send it to your office. 

I hereby authorize payment directly to the above named dentist of the group insurance 
benefits otherwise payable to me but not to exceed the charges shown above. 
understand that I am financially responsible for any charges not covered by tt i.s 
authorization. I hereby accept the foregoing treatment plan and authorize release 
any information relating to this claim. 

I have read and understand my obligations in acceptance of my dental insurance as 
payment. 

Signed: 	
(Patient or Responsibility Party) 

Signed:  
(Receptionist) 



Comfort Dental Spa 
14151 Newport Ave Suite.] 00 

Tustin CA. 92780 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 
("HIPAA"), I have certain rights to privacy regarding my protected health information. I 

and understand that this information can and will be used to: 

• Conduct, plan and direct my treatment and follow-up among the multiple healthcare 
providers who may be involved in that treatment directly and indirectly. 

• Obtain payment from third-party payers. 
• Conduct normal healthcare operations such as quality assessments and physician certifications. 

I acknowledge that I have received your Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my health information. I understand that this 
organization has the right to change its Notice of Privacy Practices from time to time and 
that I may contact this organization at any time at the address above to obtain a current copy 
of the Notice of Privacy Practices. 

I understand that I may request in writing that you restrict how my private information 
is used or disclosed to carry out treatment, payment or health care operations. I also 
understand you are not required to agree to my requested restrictions, but if you do 
agree then you are bound to abide by such restrictions. 
**you  May Refuse to Sign This Acknowledgment** 

have received a copy of this 
office's Notice of Privacy Practices. 
Patient Name 
Relationship to Patient 
Signature:  
Date  

For Office Use Only 
We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, 
but acknowledgment could not be obtained because: 
Individual refused to sign 
Communications barriers prohibited obtaining the acknowledgment 
An emergency situation prevented us from obtaining acknowledgment 

Date: 	Initials: 	 Reason: 



Th 

Photography Release 

I 	 , hereby authorize 

Dr. 	 , to take photographs, 
slides, and/or videos of my face, jaws, and teeth. 

I understand that the photographs, slides and/or videos will be used as a record of 
my care, and may be used for educational purposes in lectures, demonstrations, 
advertising (including but not limited to website publication, newspapers, 
magazines, phone books, television), and professional publications (dental 
magazines and journals). 

I further understand that if the photographs, slides, and/or videos are used in any 
publication or as a part of a demonstration, my name or other identifying 
information will be kept confidential. I do not expect compensation, financial or 
otherwise, for the use of these photographs. 

Signature 	 Date 


